The main objective of the 'Health Behaviour among School-Aged Children' (HBSC) 
INTRODUCTION
In 1988, the proportion of deaths due to chronic diseases of lifestyle was 24.5% of all South African deaths and 28.5% of death among those aged 35-64 years (Bradshaw, Bourne, Schneider & Sayed, 1995:7) . The major causes of death contributing to these figures were cerebrovascular diseases (7.2% of all deaths) and ischaemic heart disease (8.7% of all deaths). In a recently nationally representative survey the Medical
Research Council (1998:12-15) found that among persons above 15 years 11% of men and 13% of women were found to either have a blood pressure above 160/95mmHg or were taking appropriate medication to lower their blood pressure. A calculation based on these prevalence rates and the census figures published for the South African population 15 years and older leads to an estimate of about 3.3 million hypertensive people in the country. Moreover, 25% of South Africans fell into the overweight category, while 20% fell into the obese category; at 30%, black women have the highest incidence of obesity, 10% of children under the age of two, and 20% of children under the age of six are overweight. For South Africa as a whole, lung cancer already accounts for 24% of all deaths from cancer in men, and 10.6% of all such deaths in women.
In 1995, in the Limpopo Province, 38% of African men and 2.1% of African women were current smokers. In the same study the national current smoker averages for African men and women were 53% and 10% respectively (Reddy, Meyer-Weitz & Yach, 1996 :1389 .
The two most predominantly currently (past month) used substances among urban secondary school learners (mean age=19.1 years) in the Limpopo Province of South Africa were alcohol (41.9% in men and 34.3% in women) and tobacco (23.3% in men and 25.7% in women) according to Peltzer, Cherian and Cherian (1999:51) . Flisher, Ziervogel, Chalton, Leger and Robertson (1993b:477) found among Cape Peninsula high-school learners (Grades 8 to 12) that 18.1% smoked at least one cigarette per day, 26.2% had used alcohol recently (Flisher, Ziervogel, Chalton, Leger & Robertson, 1993a:480) . Data from a national demographic and health survey in South Africa (Medical Research Council, 1998:27) revealed that the prevalence of smoking among teenage boys was high. About one in seven teenage boys smoked cigarettes daily or occasionally. The prevalence was lower among teenage girls. Overall, ten percent of all teenagers smoked.
Similarly, Warren, Riley, Asma, Erikson, Green, Blanton, Loo, Batchelor and Yach (2000:611) found among South African school children aged 13 to 15 years that cigarette smoking (at least one in the past month) had a median of 17.6% and other tobacco products 11.8%. Further, Flisher and Chalton (2001:243) found among Black high school learners in the Cape Peninsula that urbanisation was associated with an increase in the prevalence of some risk behaviours (use in the previous month of alcohol, cannabis, and cannabis mixed with Mandrax, being a victim of violence, perpetration of an act of violence and suicidal tendencies). While the full aetiology of any of these diseases has yet to be understood, behavioural factors such as tobacco use, exercise, diet, alcohol consumption and preventive health checks are strongly implicated as risk factors impacting on chronic diseases of lifestyle (Steptoe & Wardle, 1992:485 ).
There appears to be a lack of studies on other health behaviours such as diet, physical activity, oral hygiene, seat belt use and injury in the South African context. Graham and Uphold (1992:77) studied health perceptions, safety, lifestyle practices, nutrition, dental health and care of minor injuries among school-aged boys and girls. Findings indicated that most boys and girls viewed themselves to be healthy and managed their own care fairly well in the areas of seat belt use, exercise and dental health. Nutrition was identified as an area of concern, with 10% of the children skipping breakfast and more than 50% eating snacks with empty calories. Generally, children were found to be knowledgeable about the management of simple injuries and how to respond in the event of an emergency. Boys and girls were similar in all areas of health perceptions and behaviours except for dental health, with boys reporting more regular visits to the dentist than girls did (Graham & Uphold, 1992:77) . Adolescence, in particular, seems to be a very important period, because it is the time when people are looking for, experimenting with and also establishing, their lifestyle, attitudes, concepts, beliefs and habits that may have long-term influences on their health (Geckova, Tuinstra, Pudelsky, Kovarova, Van Dijk, Groothoff & Post, 2001:635) . The rapid social, physical and mental development occurring during adolescence is important as many of the health behaviours, which become manifest in adulthood, such as smoking, have their origins during younger years. The use of illicit drugs and alcohol and other forms of risk taking during adolescence may not only have an immediate impact on morbidity and mortality, but may also contribute to actions which cause injuries. Thus, behaviours such as tobacco use, food choices and physical activity are also measured as indicators of adolescent "health" because of their importance as determinants of future health status such as a cause of chronic diseases including heart disease and cancer (Nutbeam, 1997:10) . King, Wold, Tudor-Smith and Harel (1996:15ff.) (King et al. 1996:18) . Acceptance by peers is also important to young peoples' social development, with peer influence being one of the most consistently reported factors affecting adolescent substance use (Bruvold, 1993:872) . Bronfenbrenner (1979:15-20) suggests that meso-level systems may be investigated for the effect of interrelations between two or more settings in which a child actively participates. Relationships between home, school and peer groups may have decisive influences on a child's health-related development. Findings concerning physical activity suggest that socialisation experiences related to having physically active parents, siblings and friends, facilitate making new friends, receiving good social support from significant others and being satisfied with school, are consistently and additively associated with the level of physical activity among children and adolescents (Wold, Aaro & Smith, 1994:14) . De 
OBJECTIVES
The main objectives of this study on 'Health Behaviour and district levels. To achieve health promotion the Ottawa Charter (World Health Organisation, 1986:5-8 ) outlined five health promotion strategies: (1) building healthy public policy, (2) creating supportive envi ronments, (3) strengthening community action, (4) developing personal skills, and (5) reorienting health services. Developing personal skills includes that health promotion supports personal and social development by providing information, education for health, and enhancing skills to take control over their own health and environment. This has to be facilitated in school, home, work and community settings.
The underlying philosophy of the study has been described as a lifestyle approach and differs from classical medical epidemiology (Nutbeam, Aaro & Wold, 1991:416) . No single 'grand theory' of health behaviour among adolescents exists and the study has not been restricted to the concepts or framework of any theoretical model (Nutbeam & Aaro, 1991:416) . There is growing interest in the study of adolescent health and behaviour in different cultures, both within and between countries. It is driven primarily by the ongoing search for social factors that protect youth, impose risks or explain health-related behaviour. However, the attention to social factors in adolescent health research also reflects a general shift in epidemiological surveillance.
Early studies, designed to explain infectious diseases, focused on geography, behaviour and biology. More recent studies, designed to explain behaviour, biology and health, add social characteristics such as education, income and family structure to the mix of individual and environmental variables (Michaud, Blum & Slap, 2001 :1239 . 
METHODS

Sample and procedure
Data collection instruments
The Health Behaviour among School-Children (HBSC) standard questionnaire has been developed in English by Wold et al. (1994:5-20) for European countries. It has the advantage that it is basically developed for cross-national use. Several studies have been conducted with the HBSC in European countries (Aaro, Wold, Kannas & Rimpela, 1986:17; Nutbeam et al. 1991:415) but only in one non-Western country namely Indonesia (Smet et al. 1999:7) .
Core questions comprise a number of carefully selected behavioural questions relevant to major health problems. These include questions on smoking habits, alcohol use, dental hygiene, eating habits, physical activity and behaviours related to risk of injury. Other items cover psychosocial aspects of health and sociodemographic variables (Wold et al. 1994:1-5 ).
The questionnaire items were pilot-tested in two focus groups (one with White and one with Black learners)
with Grade 8 secondary school learners, who were excluded from the actual sample. Each item of the questionnaire was discussed in the two focus groups with the aim of conceptual validity. As a result, the item "use of dental floss" was changed to "use of toothpicks or dental floss" as method of dental hygiene. Then it was given to two external experts to validate and they indicated that the instrument is valid. Further, a pretest was conducted with a sample of 50 Grade eight secondary school learners to test the reliability of the questionnaire. The same learners (from the pretest)
were asked to respond to the same questions after three weeks. Test-retest reliability of .83 was found, which is an indication of the reliability of the instrument.
The dependent health-related behaviours included in this study are:
Smoking behaviour: Smoking weekly (at least one cigarette).
Drinking alcohol: Drinking at least one kind of alcoholic beverage monthly (beer, wine, liquor or cider).
Drinking coffee: Drinking coffee weekly. Oral hygiene: One positive point for each of the following: a) brushing one's teeth at least twice a day, and b) using toothpicks daily or dental floss daily.
Unhealthy food consumption
Use of seatbelts:
Always use seatbelts when sitting in a car.
An overall test of internal consistency was carried out for the health-related behaviour measure using the statistic called the coefficient of reliability yielding a
Cronbach's alpha of .72. Generally, coefficient reliability levels of .70 or more are considered satisfactory (Litwin, 1995:31) .
Independent variables included:
Socio The learners' perceptions of unreasonable academic demands were measured by two items: 'My teachers expect too much of me at school' and 'My parents expect too much of me at school'. In addition, bullying and loneliness during breaks were surveyed through a single item each: 'Have been bullied' and 'Feeling alone at school' (Wold et al. 1994:24-42 
Data analysis
Using the SPSS version 10.0 the Pearson productmoment correlation (Munro & Page, 1993:175) was used to evaluate relationships between subscales. The Chi-Square test was used for analysis of nominal (categorical) data (Munro & Page, 1993:82) , the t-test for analysis of means for a normal frequency distribution and the Mann-Whitney U test for a skewed distribution (Munro & Page, 1993:97) . The outcome variables were the selected health behaviours, which were dichotomised into healthy and unhealthy categories.
To identify independent predictors for the respective healthy behaviour categories multiple logistic regression analyses were performed (Munro & Page, 1993:196) Health related behaviour Blacks Blacks had a significantly higher unhealthy food score than Whites (Z= -.645, p<.001) but there were no racial differences on the healthy food score (t= -.39, ns).
Regarding the different health-related behaviours gender differences were less pronounced than racial differences. There were no significant gender differences regarding the unhealthy and healthy food scores. Men smoked more, drunk more alcohol and coffee and sustained more injuries than women, whereas women ate more sweets, brushed their teeth more often, ate more ---(-) .65* ---
Daily takeaway food ---------1.26* ---1.14* Drinking coffee weekly ------1.14* ---------Injury in past year treated by doctor/nurse (-).92* ---1.14* 1.23* ------fruits and raw vegetables than men did.
Pearson correlation showed that teacher's support was associated with the healthy food score (r=10, p<.05)
but not with the unhealthy food score (r=-.05, ns), parents' support was negatively associated with the unhealthy food score (r=-.10, p<.05) but not with the healthy food score (r=-.06, ns), peer support as well as socio-economic status were neither related to the healthy food score (r=-.04, ns, and r-.04, ns, respectively) nor to the unhealthy food score (r=-.02, ns, and r=.05, ns, respectively). Table 2 shows multiple logistic regression analyses with different health-related behaviours as dependent variables and school-related items as independent variables. 
RESULTS
Unrealistic expectations by teachers and parents were independent predictors for healthy behaviour (eating fruits) and unhealthy behaviour (eating sweets, drinking soft drinks and coffee, less physical activity and inconsistent or no seat belt use). Loneliness at school was associated with eating more sweets, being physically less active and practising poorer dental hygiene.
Dissatisfaction with school was a predictor for smoking and drinking alcohol. Being bullied and experiencing injustice at school was associated with injury during the previous year.
DISCUSSION
Regarding the prevalence of different health-related behaviour rates found in this study they were generally similar to that found among 15 year-old school children in European countries. However, children in this South African sample seemed to smoke less, drink less alcohol and exercise more often than their European counterparts (Nutbeam et al. 1991:57 (Smet et al. 1999:13) .
Health-related behaviours of concern were the lack of consistent seatbelt use; among Blacks unhealthy food, eating sweets and drinking soft drinks and among Whites smoking and drinking alcohol. The character of these adolescent health behaviours would indicate undesirable health processes that may lead to serious health problems including chronic respiratory diseases and chronic diseases of lifestyle. These diseases are still preventable or reversible during adolescence (Geckova et al. 2001:643) .
This study found that dissatisfaction with school was a predictor for smoking and drinking alcohol. In line with studies among European school children it was found that a majority of 15 year-old respondents reported liking school and that a much smaller proportion of this group were smokers (Nutbeam & Aaro, 1991:418f. 
LIMITATIONS
It is a restriction of this study that interpretation of the data cannot be extrapolated beyond the target popu- 
RECOMMENDATIONS
The results from this study indicate the need to carefully consider the timing and content of educational interventions to improve their relevance and to coincide with critical periods of development of individual health behaviours. There is also a need to consider the concept of lifestyles in the planning and development of health education for young people. Educational programmes that address the underlying causes and determinants of behaviour, rather than individual behaviours themselves, may offer an effective and efficient method of organising health education for young people (Nutbeam, Aar & Catford, 1989:323) .
Health promotion programmes should address issues of unrealistic expectations from learners, the improvement of the school environment, and important racial and gender differences regarding different health behaviours. In particular, the unhealthy food habits among Black school children, smoking and drinking alcohol as well as the prevention of injuries among
White school children should be addressed.
Positive changes to the school setting within an educational framework may lead to demonstrable health improvements. The development of Health Promoting Schools including complementary elements of the school environment, the interaction between the school and learners' homes, and the interaction of the school and the community, can contribute to a school being a health promoting environment (Flisher & Reddy, 1995:630; Vergnant, Flisher, Lazarus, Reddy & James, 1998:44) .
Further, an extension of the HBSC study to a national level with different school levels is recommended.
